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 ﻣﻐـﺰﻱ ﻧﺎﺷـﻲ ﺍﺯ ﺿـﺮﺑﺔ ﻣﻐـﺰﻱ ﻋﻠﺖ ﺍﺻﻠﻲ  ﺁﺳـﻴﺐ 
ﻣﻲ ﺑﺎﺷﺪ    ﺳﺎﻝ ٤٢   ﺍﺯ  ﻛﻤﺘﺮ  ﺍﻓﺮﺍﺩ   ﺩﺭ  ﺧﺼﻮﺹ  ﻪﻣـﺮﮒ ﺑ 
 ﻧﺎﺗﻮﺍﻧـﻲ ﻃﻮﻻﻧـﻲ ﺷـﺪﻳﺪ ﻫـﺎﻱ  ﺑـﺎ ﻭﺟـﻮﺩ ﻣﺮﺍﻗﺒـﺖ (. ٧١،٣)
ﻣﻲ ﺩﻫﺪ   ﺭﺥ    ﺑﻴﻤﺎﺭﺍﻥ   ﺍﻳﻦ   ﺯﻳﺎﺩﻱ ﺍﺯ    ﺗﻌﺪﺍﺩ  ﻣـﺪﺕ ﺩﺭ 
ﺗﻌﻴﻴـﻦ ﻛﻨـﻨﺪﻩ ﺗﺮﻳـﻦ ﻋـﺎﻣﻞ ﺩﺭ ﭘـﻴﺶ ﺁﮔﻬﻲ ﺍﻳﻦ (  ١١،٩،٨)
ﻣﻐـﺰﻱ ﺣﺎﺻـﻞ ﺍﺯ ﺗﺼﺎﺩﻑ ﺍﺳﺖ ﻭ ﻫﺮ  ﻧـﻮﻉ ﺿـﺎﻳﻌﻪ  ﺑـﻴﻤﺎﺭﺍﻥ 
ﺷﻮﺩ ﺑﺎﻋﺚ   ﻣﻐﺰﻱ  ﺿﺎﻳﻌﻪ ﺷﺪﻥ ﺑﺎﻋـﺚ ﻣﺤﺪﻭﺩ ﺩﺭﻣﺎﻧـﻲ ﻛـﻪ 
 .(٣١) ﺷﻮﺩ  ﺁﮔﻬﻲ ﻣﻲﭘﻴﺶﺑﻬﺒﻮﺩ 
 ﺑﻪ ﺩﻭ  ﻣﻐـﺰﻱ ﻫـﺮ ﺿـﺮﺑﺔ  ﻣﻐـﺰﻱ ﭘـﺲ ﺍﺯ  ﺁﺳـﻴﺐ 
ﺁﺳﻴﺐ . (٣٢)ﺷﻮﺩ   ﻣﻮﺿﻌﻲ ﺍﻳﺠﺎﺩ ﻣﻲ   ﻣﻨﺘﺸـﺮ ﻭ ﻳﺎ  ﺻـﻮﺭﺕ 
ﺍﻭﻟﻴﻪ ﺑﻴﺸﺘﺮ ﺑﻪ ﺻﻮﺭﺕ ﻟﻪ ﺷﺪﮔﻲ ﻭ ﺁﺳﻴﺐ ﺁﻛﺴﻮﻧﻲ ﻣﻨﺘﺸﺮ ﻭ 
 ﻣﻐﺰﻱ ﻳـﺎ ﺑـﻪ ﺻـﻮﺭﺕ ﺛﺎﻧﻮﻳـﻪ ﻛـﻪ ﻧﺎﺷـﻲ ﺍﺯ ﻋـﻮﺍﺭﺽ ﺁﺳﻴﺐ 
  ﻣﻐﺰﻱ، ﺍﺩﻡ ﻣﻐﺰﻱ،ﺩﺍﺧﻞ  ﺷـﺎﻣﻞ ﺧﻮﻧﺮﻳـﺰﻱ  ﻣـﻲ ﺑﺎﺷـﺪ ﻛـﻪ  
ﻫـﺎﻱ ﻧﺎﺷـﻲ ﺍﺯ  ﺟﻤﺠﻤـﻪ ﻭ ﺁﺳـﻴﺐ  ﺩﺍﺧـﻞ  ﺍﻓـﺰﺍﻳﺶ ﻓﺸـﺎﺭ
. (٣٢) ﻫﺎ ﻣﻲ ﺑﺎﺷﺪ  ﻋﻔﻮﻧﺖ ﺧـﻮﻥ ﻭ  ﺍﻓـﺖ ﻓﺸـﺎﺭ  ﻫﻴﭙﻮﻛﺴـﻲ، 
 ﺗﺮﻳ ــﻦ ﻳﺎﻓ ــﺘﻪ ﺩﺭ ﺍﻳ ــﻦ ﺑ ــﻴﻤﺎﺭﺍﻥ ﺍﻓ ــﺰﺍﻳﺶ ﻓﺸ ــﺎﺭ ﺩﺍﺧــﻞ  ﻣﻬــﻢ
 
 :ﭼﻜﻴﺪﻩ
ﺧﺼﻮﺹ ﺩﺭ ﺍﻓﺮﺍﺩ ﻛﻤﺘﺮﻪ  ﺑ  ﺍﻓﺘﺎﺩﮔﻲ ﻃﻮﻻﻧﻲ ﻣﺪﺕ ﻭ ﻣﺮﮒ،  ﺿـﺮﺑﺔ ﻣﻐـﺰﻱ ﺷﺪﻳﺪ ﻳﻜﻲ ﺍﺯ ﻋﻠﻞ ﻋﻤﺪﺓ ﺍﺯ ﻛﺎﺭ               
ﺑﺮ ﭘﻴﺶ ﺁﮔﻬﻲﺑﺎ  ﺍﻧﻔﻮﺯﻳﻮﻥ ﻣﺪﺍﻭﻡ ﺗﻴﻮﭘﻨﺘﺎﻝ ﺄﺛـﻴﺮ ﻛﻤـﺎﻱ ﺑﺎﺭﺑﻴﺘﻮﺭﺍﺗﻲ ﻫـﺪﻑ ﺍﺯ ﻣﻄﺎﻟﻌـﻪ ﺑﺮﺭﺳـﻲ ﺗ . ﺑﺎﺷـﺪ   ﺳـﺎﻝ ﻣـﻲ ٤٢ﺍﺯ
ﺗﺤﻘﻴﻖ ﻳﻚ ﺍﻳﻦ . ﻣﻲ ﺑﺎﺷﺪ٨ ﻛﻤﺘﺮ ﺍﺯ )SCG=elacs amoc ocssalG(  ﺑﻴﻤﺎﺭﺍﻥ ﺿﺮﺑﺔ ﻣﻐﺰﻱ ﺑﺎ ﺍﺭﺯﻳﺎﺑﻲ ﻛﻤﺎﻱ ﮔﻼﺳﻜﻮ
ﺭ ﺑﺨﺶ ﺑﺴﺘﺮﻱ ﺩ ٨ ﻛﻤﺘﺮ ﺍﺯ SCG ﻣﻐﺰﻱ ﺑﺎ  ﺎﺭ ﺿﺮﺑﺔ   ﺑﻴﻤ ٢٣ﻱﺍﻱ ﺑﺎﻟﻴﻨـﻲ ﻧـﻴﻤﻪ ﺗﺠﺮﺑﻲ ﻣﻲ ﺑﺎﺷﺪ ﻛﻪ ﺭﻭ  ﻣﻄﺎﻟﻌـﻪ ﻣﺪﺍﺧﻠـﻪ 
  ﭘﺲ ﺍﺯ ﺗﺜﺒﻴﺖ ﻭﺿﻊ ﻋﻤﻮﻣﻲ ﻭﻛﻨﺘﺮﻝ ﻋﻼﺋﻢ.ﻫـﺎﻱ ﻭﻳـﮋﻩ ﺑﻴﻤﺎﺭﺳـﺘﺎﻥ ﺁﻳﺖ ﺍﷲ ﻛﺎﺷﺎﻧﻲ ﺷﻬﺮﻛﺮﺩ ﺻﻮﺭﺕ ﮔﺮﻓﺖ  ﻣﺮﺍﻗﺒـﺖ 
 ﺩﺭ ﺑﺨﺶﺗﻴﻮﭘﻨﺘﺎﻝ ٢ h/gk/gmﺑﺎ ﺣﻤﺎﻳﺖ ﻣﻜﺎﻧﻴﻜﻲ  ﺗﻨﻔﺴﻲ ﺗﺤﺖ ﺍﻧﻔﻮﺯﻳﻮﻥ    ﺳﺎﻋﺖ٨٤ﺣﻴﺎﺗـﻲ  ﺑﻴﻤﺎﺭﺍﻥ ﺁﻧﻬﺎ ﺭﺍ ﺑﻪ ﻣﺪﺕ 
 ﺍﻧﺠﺎﻡ ﻋﻤﻞ ﺟﺮﺍﺣﻲ ﻛﺮﺍﻧﻴﻮﺗﻮﻣﻲ ﻳﺎ ﻋﺪﻡ ﺁﻥ ﻭ ﺑﺮ ﺍﺳﺎﺱﻣﺮﺍﻗﺒـﺖ ﻫـﺎﻱ ﻭﻳـﮋﻩ ﻗـﺮﺍﺭ ﻣﻲ ﺩﺍﺩﻳﻢ، ﺳﭙﺲ ﺑﻴﻤﺎﺭﺍﻥ ﺭﺍ ﺑﺮﺣﺴﺐ 
ﺧﻄﺮ ﻧﺴﺒﻲﻣﻴﺰﺍﻥ .  ﻣـﻮﺭﺩ ﺍﺭﺯﻳﺎﺑﻲ ﻗﺮﺍﺭ ﺩﺍﺩﻳﻢ ( elacs amoc tuo ocssalG= SOG)ﺍﺭﺯﻳﺎﺑـﻲ ﭘـﻴﺶ ﺁﮔﻬـﻲ ﮔﻼﺳـﻜﻮ 
/.٩٦ﻧﺸﺪﻩ  ﻛﺮﺍﻧﻴﻮﺗﻮﻣﻲ ﺩﺭ ﺑﻴﻤﺎﺭﺍﻥﻭ/. ٩٥ﻛﺮﺍﻧﻴﻮﺗﻮﻣﻲ ﺷﺪﻩ ﺗﻴﻮﭘﻨﺘﺎﻝ ﮔﺮﻓﺘﻪ ﺑﻪ ﻧﮕﺮﻓﺘﻪ  ﻥ  ﻧﺎﻣﻄﻠﻮﺏ ﺩﺭ ﺑﻴﻤﺎﺭﺍ ﻲﭘـﻴﺶ ﺁﮔﻬ 
ﺑﺎ ﺗﻮﺟﻪ ﺑﻪ ﺍﻋﺸﺎﺭﻱ ﺑﻮﺩﻥ ﻣﻴﺰﺍﻥ ﺧﻄﺮﻧﺴﺒﻲ ﺩﺭ ﻫﺮ ﺩﻭ ﺩﺳﺘﻪ ﺍﺯ ﺑﻴﻤﺎﺭﺍﻥ ﺑﻨﻈﺮ ﻣﻲ ﺭﺳﺪ  ﺍﻧﻔﻮﺯﻳﻮﻥ ﺗﻴﻮﭘﻨﺘﺎﻝ.  ﺳـﺖ ﺁﻣﺪ ﺑـﻪ ﺩ 
 .ﺩﺭ ﺑﻬﺒﻮﺩ ﭘﻴﺶ ﺁﮔﻬﻲ ﺑﻴﻤﺎﺭﺍﻥ ﺿﺮﺑﻪ ﻣﻐﺰﻱ ﻣﻔﻴﺪ ﻣﻲ ﺑﺎﺷﺪ
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 ﺍﺛﺮ ﻛﻤﺎﻱ  ﺑﺎﺭﺑﻴﺘﻮﺭﺍﺗﻲ ﺑﺮ ﺑﻴﻤﺎﺭﺍﻥ ﺿﺮﺑﻪ ﻣﻐﺰﻱ
 
 .(٧١،٣) ﺟﻤﺠﻤﻪ ﺍﺳﺖ
ﺧﺎﺹ  ﻫـﺎﻱ ﺑﺎﺭﺑﻴـﺘﻮﺭﺍﺗﻬـﺎ ﺑﻪ ﺩﻟﻴﻞ ﺩﺍﺷﺘﻦ ﻭﻳﮋﮔﻲ 
ﻪ ﺑ(. ٣١)ﺩﻧﺪ ﻣﻲ ﮔﺮ  ﺟﻤﺠﻤﻪ  ﺩﺍﺧﻞ ﻣﻮﺟـﺐ ﻛــﺎﻫﺶ ﻓﺸـﺎﺭ 
ﻣﻌﺘﺒﺮ   ﻭﻳﮋﻩ ﻫﺎﻱ  ﻣﺮﺍﻗﺒﺖ ﻫﺎﻱ ﺍﻳـﻦ ﺩﻟﻴﻞ ﺩﺭ ﺑﻌﻀﻲ ﺍﺯ ﺑﺨﺶ 
 ﺍﺳﺘﻔﺎﺩﻩ  ﺩﺭﻣﺎﻧﻲ ﺭﻭﺵ   ﺎﺭﺑﻴـﺘﻮﺭﺍﺗﻬﺎ ﺑـﻪ ﻋـﻨﻮﺍﻥ ﻳﻚ  ﺑ ﺍﺯ ﺩﻧـﻴﺎ 
 ﺑﺎﺭﺑﻴـﺘﻮﺭﺍﺗﻬﺎ ﺭﻭﻱ  ﺍﻣـﺎ ﺑـﻪ ﺩﻟـﻴﻞ ﺗﺄﺛـﻴﺮ (٠١،٥،٢) ﺷـﻮﺩ ﻣـﻲ
ﻫﻤﻮﺩﻳﻨﺎﻣـﻴﻚ ﻭ ﺗﻐﻴـﻴﺮﺍﺕ ﺍﻟﻜﺘﺮﻭﻟﻴﺘـﻲ ﻭ ﺍﺧﺘﻼﻝ ﺩﺭ ﺍﺭﺯﻳﺎﺑﻲ 
 ﻣﺤﺪﻭﺩ ﻧﻤﻮﺩﻩ  ﺑـﻴﻤﺎﺭ ﺣﻴـﻦ ﺩﺭﻣﺎﻥ ﺍﺳﺘﻔﺎﺩﻩ ﺍﺯ ﺑﺎﺭﺑﻴﺘﻮﺭﺍﺗﻬﺎ ﺭﺍ 
 .(٩١،٨١،١) ﺍﺳﺖ
ﺟﻬﺖ ﻛﻨﺘﺮﻝ ﺑﺎ ﻭﺟﻮﺩ ﺍﻳﻨﻜﻪ ﺍﺯ ﺍﻧﻔﻮﺯﻳﻮﻥ ﺗﻴﻮﭘﻨﺘﺎﻝ 
ﻭ ﺑﺎ  ﺗﻮﺟﻪ ﺑﻪ ( ٣٢)ﺗﺸـﻨﺞ ﻣـﺪﺍﻭﻡ  ﺍﺳـﺘﻔﺎﺩﻩ ﮔـﺮﺩﻳﺪﻩ  ﺍﺳـﺖ 
  ﺟﻬﺖ ﻛﻨﺘﺮﻝ ﻋﻮﺍﺭﺽ ﻣﻐﺰﻱ ﺑﺎﺭﺑﻴـﺘﻮﺭﺍﺗﻬﺎ   ﺍﺯ ﺍﺳـﺘﻔﺎﺩﻩ ﺍﻳـﻨﻜﻪ 
ﻲ  ﺍﺯ ﻧﻈﺮ ﺍﻧﺠﺎﻡ ﺁﻥ ﻭ  ﺍﺗﻔـﺎﻕ ﻧﻈـﺮ ﻛﻠ ﭘـﺲ ﺍﺯ ﺿـﺮﺑﻪ  ﻣﻐـﺰﻱ 
ﺍﺭﺍﺋﻪ  ﻣﻨﺎﺳﺐ ﺟﻬﺖ ﺍﻳﺠﺎﺩ ﻛﻤﺎﻱ ﺑﺎﺭﺑﻴﺘﻮﺭﺍﺗﻲ ﺍﻧـﺘﺨﺎﺏ ﺭﻭﺵ 
 ﺳﺖ ﺗﺎ ﺍ  ﻟـﺬﺍ ﺍﻳـﻦ ﺗﺤﻘـﻴﻖ ﺑـﺮ ﺁﻥ (. ٩١،٤،٢،١) ﻧﺸـﺪﻩ ﺍﺳـﺖ 
 .ﺍﻧﺠﺎﻡ ﺩﻫﺪﺍﻳﻦ ﺭﻭﺵ   ﺑﺎﺍﺛﺮﺑﺨﺸﻲ ﺁﻥ ﻣﻮﺭﺩ  ﺍﻱ ﺩﺭ ﻣﻄﺎﻟﻌﻪ
 
 :ﻣﻮﺍﺩﻭ ﺭﻭﺷﻬﺎ
ﺍﻱ ﺑﺎﻟﻴﻨـﻲ ﻧـﻴﻤﻪ  ﺍﻳـﻦ ﺗﺤﻘـﻴﻖ ﻳـﻚ ﻣﻄﺎﻟﻌـﺔ ﻣﺪﺍﺧﻠـﻪ
، (liarT lacinilC latnemirepxE eizauaQ) ﺑﺎﺷﺪ ﻣـﻲ ﺗﺠﺮﺑـﻲ 
 ﻟﻐﺎﻳﺖ ﺁﺫﺭ  ٩٧٣١ ﺯ ﺍﺳﻔﻨﺪ ﻣﺎﻩ ﺳﺎﻝ ﻣﺘﻮﺍﻟﻲ ﺍ  ﻣـﺎﻩ   ٩ﻛـﻪ ﻃـﻲ 
ﺑﻴﻤﺎﺭﺍﻥ   ﻄﺎﻟﻌﻪ ﻣ   ﻣﻮﺭﺩ ﺟﻤﻌﻴﺖ . ﺷﺪ   ﺍﻧﺠـﺎﻡ ٠٨٣١ﻣـﺎﻩ ﺳـﺎﻝ 
 ﺍﺭﺯﻳﺎﺑﻲ ﻛﻤﺎﻱ ﮔﻼﺳﻜﻮ  ﺑﺎ  ﺳـﺎﻟﻪ   ٢١-٠٥ﻣﻐـﺰﻱ  ﺿـﺮﺑﺔ ﺑـﺎ 
 ﻛ ــﻪ ﺑ ــﻪ ﺍﻭﺭﮊﺍﻧ ــﺲ ﺑﻴﻤﺎﺭﺳ ــﺘﺎﻥ ﺁﻳ ــﺖ ﺍﷲ ٨ ﻛﻤ ــﺘﺮ ﺍﺯ SCG
  ﺗﺤﻘﻴﻖ   ﺍﻳﻦ  ﺩﺭ . ﺁﻭﺭﺩﻩ ﺍﻧﺪ ﺍﻧﺠﺎﻡ ﮔﺮﻓﺖ  ﻛﺎﺷـﺎﻧﻲ ﺷﻬﺮﻛﺮﺩ 
  ﺷﺪﻧﺪ  ﻃﺒﻘﻪ ﺑﻨﺪﻱ SCG    ﺍﺳﺎﺱ   ﺑﺮ  ﺿﺮﺑﺔ ﻣﻐﺰﻱﺑـﻴﻤﺎﺭﺍﻥ 
 ﺁﻭﺭﺩﻧﺪ ﺩﺳﺖ  ﻪ ﺑ  ٨   ﺍﺯ   ﻛﻤﺘﺮ  ﻧﻤﺮﻩ   ﺁﻥ ﮔﺮﻭﻩ ﻛﻪ   ﻭ  (٧)
  ﺿﺎﻳﻌﻪ ﻧﻮﻉ ﺷـﺪﻧﺪ ﻭ ﺑـﺮ ﺣﺴﺐ   ﻧـﺎﻱ  ﻟﻮـﻟﻪ ﮔـﺬﺍﺭﻱ ﺩﺍﺧـﻞ 
ﺁﻧﻬﺎﻳﻲ ﻛﻪ ﻧﻴﺎﺯ  .ﻣﻐـﺰﻱ ﺗﺼﻤﻴﻢ ﮔﻴﺮﻱ ﺑﻪ ﺍﻧﺠﺎﻡ ﻋﻤﻞ ﻣﻲ ﺷﺪ 
 ﻭ  ﻋﻤﻮﻣﻲ ﭘﺎﻳﺪﺍﺭ ﻛﺮﺩﻥ ﻭﺿﻌﻴﺖ  ﺍﺯ   ﭘﺲ  ﺑـﻪ ﻋﻤـﻞ ﻧﺪﺍﺷﺘﻨﺪ 
ﺍﻧﺠﺎﻡ  ﺍﺯ   ﺑﻪ ﻋﻤﻞ ﺩﺍﺷﺘﻨﺪ ﭘﺲ   ﺁﻧﻬﺎﻳﻲ ﻛﻪ ﻧﻴﺎﺯ ﻋﻼﺋﻢ ﺣﻴﺎﺗﻲ 
ﻫﺎﻱ ﻭﻳﮋﻩ  ﺑﺨﺶ ﻣﺮﺍﻗﺒﺖ  ﺑﻪ ﻧﻴﺎﺯ ﻣﻮﺭﺩ ﻋﻤـﻞ ﺟﺮﺍﺣـﻲ ﻣﻐﺰﻱ 
  ﻣﺮﺍﻗﺒـﺖ ﻭﻳـﮋﻩ ﻭ ﺣﻤﺎﻳﺖ  ﺗﺤـﺖ  ﺗـﺎ  ،  ﻣـﻲ ﺷـﺪﻧﺪ  ﻓﺮﺳـﺘﺎﺩﻩ 
 ﺗﺤﺖ  ﺳﺎﻋﺖ  ٨٤ﻣﺪﺕ   ﺑﻴﻤﺎﺭﺍﻥ ﺑﻪ  ﺗﻤﺎﻡ .ﺗﻨﻔﺴﻲ ﻗﺮﺍﺭ ﮔﻴﺮﻧﺪ 
 ﻭ ٢  h/gk/gm ﻣﻘــﺪﺍﺭ ﺗﻴﻮﭘﻨــﺘﺎﻝ ﺑــﻪ  ﺍﻧﻔﻮﺯﻳــﻮﻥ ﻣــﺪﺍﻭﻡ
 ﮔﺮﻓﺘﻨﺪ ﻣﻲ  ﺳﺎﻋﺖ ﻗﺮﺍﺭ٦ﻣﺮﻓﻴﻦ ﻫﺮ   ٠/١ gk/gmﺍﻧﻔﻮﺯﻳﻮﻥ
 raeBﻪ  ﺳﺎﺧﺖ ﻛﺎﺭﺧﺎﻧ  2raeB ﻭﻧﺘﻴﻼﺗﻮﺭ  ﺑﻪ   ﺑﻴﻤﺎﺭﺍﻥ  ﺗﻤـﺎﻡ 
 ﺮﺗﺒﻪ ﺩﺭ  ﻣ ٢١  ﺗﻨﻔﺲ  ﺗﻌـﺪﺍﺩ :  ﺗﻨﻔﺴـﻲ ﺑـﺎ ﭘﺎﺭﺍﻣـﺘﺮﻫﺎﻱ ﺁﻣـﺮﻳﻜﺎ 
 ، ﺩﺭﺻﺪ ٠٥ ﺩﺭﺻﺪ ﺍﻛﺴﻴﮋﻥ ،٥١ gk/lmﺣﺠﻢ ﺟﺎﺭﻱ  ﺩﻗﻴﻘﻪ،
 ﺑﺎﺯﺩﻡ ﺍﻧﺘﻬﺎﻱ   ﻓﺸﺎﺭ ﻣﺜﺒﺖ ﻭﺗﻬﻮﻳـﻪ ﻛﻤﻜـﻲ ﻣﺘـﻨﺎﻭﺏ ﻫﻤﺰﻣﺎﻥ 
 .ﺷﺪﻧﺪ ﻭﺻﻞ  ﺳﺎﻧﺘﻲ ﻣﺘﺮ ﺁﺏ   ﺳﻪ ﺑﺮﺍﺑﺮ ﺑﺎ
ﭘﻴﺶ  ﺗﻮﺳـﻂ ﺩﺭﺟﻪ ﺑﻨﺪﻱ   ﺗﺤـﺖ ﺩﺭﻣـﺎﻥ  ﺑـﻴﻤﺎﺭﺍﻥ 
 ﺩﻭﺭﻩ   ﺍﺗﻤـﺎﻡ  ﺍﺯ  ﻣـﺎﻩ ﭘـﺲ٣ﺗـﺎ ( SOG)ﺁﮔﻬـﻲ ﮔﻼﺳـﻜﻮ 
 ﭘــﻴﺶ ﺁﮔﻬــﻲ   ﻧﻈــﺮ  ﺍﺯ  ﻃــﺮﺡ ﻣﺠــﺮﻳﺎﻥ ﺗﻮﺳــﻂ  ﺩﺭﻣﺎﻧ ــﻲ 
 ﻧﺎﺗﻮﺍﻧﻲ ﺩﺭ ﺣﺪﻱ ﻛﻪ ﻭﺍﺑﺴﺘﮕﻲ  ﺑﻬـﺒﻮﺩﻱ ﻛﺎﻣﻞ ﻳﺎ ) ﻣﻄﻠـﻮﺏ 
ﻣﻄﻠﻮﺏ  ﭘﻴﺶ ﺁﮔﻬﻲ ﻧﺎ  ﻭ (  ﻧﻨﻤﺎﻳﺪ   ﺍﻳﺠﺎﺩ  ﻓﻴﺰﻳﻜـﻲ ﻳﺎ ﺭﻭﺣﻲ 
( ﻧﺎﺗﻮﺍﻧـﻲ ﺷـﺪﻳﺪ ﺩﺭ ﺣـﺪ ﺍﻳﺠـﺎﺩ ﻭﺍﺑﺴـﺘﮕﻲ ﻭ ﺣـﻴﺎﺕ ﻧﺒﺎﺗﻲ ) 
 .ﻨﺪﮔﺮﻓﺘ  ﻣﻲ ﻣﻮﺭﺩ ﺑﺮﺭﺳﻲ ﻗﺮﺍﺭ
ﻛﻪ ﺣﺎﺻـﻞ ﺍﺯ ﺍﻳـﻦ ﺗﺤﻘﻴﻖ ﺑﺎ ﻧﺘﺎﻳﺞ ﻣﻄﺎﻟﻌﻪ ﺍﻱ ﺞ ﻧـﺘﺎﻳ 
 ﻛﻪ ﻧﺘﺎﻳﺞ ﺁﻥ (١ )ﺗﻮﺳﻂ ﻣﺠﺮﻳﺎﻥ ﻃﺮﺡ ﺍﻧﺠﺎﻡ ﮔﺮﻓﺘﻪ ﺑﻮﺩ  ﻗﺒﻼﹰ 
ﺩﻳﮕﺮ ﻣﻘﺎﻳﺴﻪ   ﺷﺪﻩ  ﺑـﻪ ﭘﻴﻮﺳﺖ ﻣﻲ ﺑﺎﺷﺪ ﻭ ﺑﺎ ﻣﻄﺎﻟﻌﺎﺕ ﺍﻧﺠﺎﻡ 




ﻦ ﻣﻴﺎﻧﮕﻴ.   ﻣﻄﺎﻟﻌﻪ  ﺷﺪﻧﺪ ﺑﻴﻤﺎﺭ  ٢٣ ﺗﺤﻘـﻴﻖ  ﺍﻳـﻦ  ﺩﺭ 
 ٥٢  ﻧﻔﺮ ﺍﺯ  ﺑﻴﻤﺎﺭﺍﻥ  ﺯﻥ ﻭ  ٧.   ﺳـﺎﻝ  ﺑﻮﺩ ٨٢ﺳـﻨﻲ  ﺑـﻴﻤﺎﺭﺍﻥ  
 .ﻧﻔﺮ  ﻣﺮﺩ  ﺑﻮﺩﻧﺪ
 ﻧﻔﺮ ٤١ﻮﻣﻲ  ﺷﺪﻧﺪ ﻭ ﺑﻴﻤﺎﺭﺍﻥ  ﻓﻘﻂ ﻛﺮﺍﻧﻴﻮﺗ ﺍﺯ   ﻧﻔﺮ ٨١          
 ﻧﻔﺮ ٥ﺑﻮﺩﻧﺪ  ﮔﺮﻭﻫﻲ ﻛﻪ ﻛﺮﺍﻧﻴﻮﺗﻮﻣﻲ ﺷﺪﻩ ﺩﺭ. ﻋﻤـﻞ ﻧﺸـﺪﻧﺪ 
  ﭘﻴﺪﺍ ﻛﺮﺩﻧﺪ ﻭ  ﻧﺎﻣﻄﻠﻮﺏ   ﭘﻴﺶ ﺁﮔﻬﻲ  ﻧﻔﺮ  ٤١ﻭ ﺮﺩﻧﺪ ﻓﻮﺕ ﻛ 
 (.١ﺟﺪﻭﻝ ﺷﻤﺎﺭﻩ ) ﭘﻴﺪﺍ  ﻛﺮﺩﻧﺪ ﻠﻮﺏ ﭘﻴﺶ ﺁﮔﻬﻲ ﻣﻄ ﻧﻔﺮ ٩
  ﻧﻔﺮ ﻓﻮﺕ ٥  ﺑﻮﺩﻧﺪ  ﻧﺸﺪﻩ  ﻛﺮﺍﻧﻴﻮﺗﻮﻣـﻲ ﻛـﻪ ﮔﺮﻭﻫـﻲ  ﺩﺭ



































 ٢٨٣١ﺑﻬﺎﺭ / ١ﺩﻭﺭﻩ ﭘﻨﺠﻢ،ﺷﻤﺎﺭﻩ / ﺩﺍﻧﺸﮕﺎﻩ ﻋﻠﻮﻡ ﭘﺰﺷﻜﻲ ﺷﻬﺮﻛﺮﺩ
 
 .ﺷﺪﻩ ﻛﺮﺍﻧﻴﻮﺗﻮﻣﻲ ﺗﺄﺛﻴﺮ ﺍﻧﻔﻮﺯﻳﻮﻥ ﺗﻴﻮﭘﻨﺘﺎﻝ ﺭﺍ ﺑﺮ ﺑﻴﻤﺎﺭﺍﻥﻣﻘﺎﻳﺴﻪ  :١ﺟﺪﻭﻝ ﺷﻤﺎﺭﻩ 
 
ﻪ ﻋﻤـﻞﻧﺘﻴﺠـ ﻓﻮﺕ ﭘﻴﺶ ﺁﮔﻬﻲ ﻧﺎﻣﻄﻠﻮﺏ ﭘﻴﺶ ﺁﮔﻬﻲ ﻣﻄﻠﻮﺏ ﺟﻤﻊ
           ﮔــﺮﻭﻩ 
 ﺗﻌﺪﺍﺩ ﺩﺭﺻﺪ ﺗﻌﺪﺍﺩ ﺩﺭﺻﺪ ﺗﻌﺪﺍﺩ ﺩﺭﺻﺪ ﺗﻌﺪﺍﺩ ﺩﺭﺻﺪ
 ٥ %٦٢/٣ ٤ %١٢ ٩ %٧٤/٣ ٨١ ٠٠١
 
 ﺑﺎ ﺍﻧﻔﻮﺯﻳﻮﻥ ﺗﻴﻮﭘﻨﺘﺎﻝ
  ٥ %٩٢/٤ ٦ %٥٣/٣ ٦ %٥٣/٣ ٧١ ٠٠١
 ﺑﺪﻭﻥ ﺍﻧﻔﻮﺯﻳﻮﻥ ﺗﻴﻮﭘﻨﺘﺎﻝ
 
،ﺧﻄﺮ ﻧﺴﺒﻲ ﭘﻴﺶ ﺁﮔﻬﻲ ٠/٩٨ﺧﻄﺮ ﻧﺴﺒﻲ ﻓﻮﺕ   ﺗﺎﺛـﻴﺮ ﺍﻧﻔﻮﺯﻳـﻮﻥ ﺗﻴﻮﭘﻨـﺘﺎﻝ ﺑـﺮ ﭘـﻴﺶ ﺁﮔﻬﻲ ﺑﻴﻤﺎﺭﺍﻥ ﺿﺮﺑﻪ ﻣﻐﺰﻱ ﺷﺪﻳﺪ ﻛﺮﺍﻧﻴﻮﺗﻮﻣﻲ ﺷﺪﻩ 
 .١/٣٣، ﺧﻄﺮ ﻧﺴﺒﻲ ﭘﻴﺶ ﺁﮔﻬﻲ ﻣﻄﻠﻮﺏ ٠/٩٥ﻧﺎﻣﻄﻠﻮﺏ 
 
 (.٢ﺟﺪﻭﻝ ﺷﻤﺎﺭﻩ )ﭘﻴﺶ ﺁﮔﻬﻲ ﻣﻄﻠﻮﺏ ﭘﻴﺪﺍ ﻛﺮﺩﻧﺪ 
 
 :ﺑﺤﺚ
ﻛﺮﺍﻧﻴﻮﺗﻮﻣـﻲ ﺷﺪﻩ ﺧﻄـﺮ ﻧﺴـﺒﻲ ﻓـﻮﺕ ﺩﺭ ﺑﻴﻤﺎﺭﺍﻧـﻲ ﻛـﻪ  
ﺗﺤﺖ ﺍﻧﻔﻮﺯﻳﻮﻥ ﺗﻴﻮﭘﻨﺘﺎﻝ ﻗﺮﺍﺭ ﮔﺮﻓﺘﻪ ﺑﻮﺩﻧﺪ ﻧﺴﺒﺖ ﺑﻪ ﺑﻮﺩﻧـﺪ ﻭ 
 ﻭ ﺧﻄﺮ ﻧﺴﺒﻲ ﭘﻴﺶ ٠/٩٨ﺘﻪ ﺑﻮﺩﻧﺪ ﺑﻴﻤﺎﺭﺍﻧﻲ ﻛﻪ ﺗﻴﻮﭘﻨﺘﺎﻝ ﻧﮕﺮﻓ 
 ﻩ ﺪﻨﺩﻫﺎﻥ ﻛﻪ ﺍﻳﻦ ﻧﺸ  ﺑـﻪ ﺩﺳـﺖ ﺁﻣﺪ ٠/٩٥ﺁﮔﻬـﻲ ﻧـﺎﻣﻄﻠﻮﺏ 
ﺑـﺎ ﺍﻧﻔﻮﺯﻳـﻮﻥ ﺗﻴﻮﭘﻨـﺘﺎﻝ ﺍﺳـﺖ ، ﺍﻣﺎ ﻛـﺎﻫﺶ ﻓـﻮﺕ ﻭ ﻧﺎﺗﻮﺍﻧـﻲ 




ﺑﻪ ﺩﺳﺖ ﺁﻣﺪ ﻛﻪ  ١/٣٣ ﺁﻧﻬﺎﻳـﻲ ﻛـﻪ ﺗﻴﻮﭘﻨﺘﺎﻝ  ﻧﮕﺮﻓﺘﻪ  ﺑﻮﺩﻧﺪ 
 . ﻣﻄﻠﻮﺏ ﺍﺳﺖﻧﺸﺎﻧﻪ ﺍﻓﺰﺍﻳﺶ ﭘﻴﺶ ﺁﮔﻬﻲ
ﺩﺭ ﺑﻴﻤﺎﺭﺍﻧـﻲ ﻛـﻪ ﻛﺮﺍﻧﻴﻮﺗﻮﻣـﻲ ﻧﺸﺪﻩ ﺑﻮﺩﻧﺪ ﻭ ﻓﻘﻂ               
ﺗﻴﻮﭘﻨـﺘﺎﻝ ﺩﺭﻳﺎﻓـﺖ ﻛﺮﺩﻩ ﺑﻮﺩﻧﺪ ﻧﺴﺒﺖ ﺑﻪ ﺁﻧﻬﺎﻳﻲ ﻛﻪ ﺗﻴﻮﭘﻨﺘﺎﻝ 
 ﻭ ﺧﻄﺮﻧﺴﺒﻲ ٠/٥٧ﻧﻜـﺮﺩﻩ ﺑﻮﺩﻧـﺪ ﺧﻄﺮﻧﺴـﺒﻲ ﻓﻮﺕ ﺩﺭﻳﺎﻓـﺖ 
  ﻛﻪ   ﻧﻮﻳﺪ  ﺁﻣﺪ  ﺩﺳﺖ ﻪ  ﺑ ـ  ٠/٩٦ ﻧـﺎﻣﻄﻠﻮﺏ  ﭘـﻴﺶ ﺁﮔﻬـﻲ 
. ﺍﻧـﻲ ﺍﺳـﺖﻣﻄﻠـﻮﺏ ﺗﻴﻮﭘﻨـﺘﺎﻝ ﺩﺭ ﻛـﺎﻫﺶ ﻣـﺮﮒ ﻭ ﻧﺎﺗﻮﺍﺛـﺮ 
ﻳـﻦ ﺩﺳـﺘﻪ ﺍﺯ ﺑـﻴﻤﺎﺭﺍﻥ ﺑﺎ ﺍﺣـﺘﻤﺎﻝ ﭘـﻴﺶ ﺁﮔﻬـﻲ ﻣﻄﻠـﻮﺏ ﺩﺭ ﺍ 
  . ﺑﻪ ﺩﺳﺖ ﺁﻣﺪ٣/٣ﺗﻴﻮﭘﻨﺘﺎﻝ  ﺍﻧﻔﻮﺯﻳﻮﻥ
 ﺛﻴﺮ ﺍﻧﻔﻮﺯﻳﻮﻥ ﺗﻴﻮﭘﻨﺘﺎﻝ ﺑﺮ ﺑﻴﻤﺎﺭﺍﻥ ﻋﻤﻞ ﻧﺸﺪﻩﺗﺎ : ٢ﺟﺪﻭﻝ ﺷﻤﺎﺭﻩ  
 
ﻧﺘﻴﺠـﻪ ﻋﻤـﻞ ﻓﻮﺕ ﭘﻴﺶ ﺁﮔﻬﻲ ﻧﺎﻣﻄﻠﻮﺏ ﭘﻴﺶ ﺁﮔﻬﻲ ﻣﻄﻠﻮﺏ ﺟﻤﻊ
              ﮔــﺮﻭﻩ 
 ﺗﻌﺪﺍﺩ ﺩﺭﺻﺪ ﺗﻌﺪﺍﺩ ﺩﺭﺻﺪ ﺗﻌﺪﺍﺩ ﺩﺭﺻﺪ ﺗﻌﺪﺍﺩ ﺩﺭﺻﺪ
 ٥ %٥٣/٧ ٤ %٨٢/٥ ٥ %٥٣/٧ ٤١ ٠٠١
 
 ﺑﺎ ﺍﻧﻔﻮﺯﻳﻮﻥ ﺗﻴﻮﭘﻨﺘﺎﻝ
 ﺑﺪﻭﻥ ﺍﻧﻔﻮﺯﻳﻮﻥ ﺗﻴﻮﭘﻨﺘﺎﻝ ٨ %٧٤ ٧ %١٤/٢ ٢ %٠١/٨ ٧١ ٠٠١
 
، ﺧﻄﺮ ﻧﺴﺒﻲ ﭘﻴﺶ ﺁﮔﻬﻲ ٠/٥٧ﺧﻄﺮ ﻧﺴﺒﻲ ﻓﻮﺕ ﺗﺎﺛـﻴﺮ ﺍﻧﻔﻮﺯﻳـﻮﻥ ﺗﻴﻮﭘﻨﺘﺎﻝ ﺑﺮ ﭘﻴﺶ ﺁﮔﻬﻲ ﺑﻴﻤﺎﺭﺍﻥ ﺿﺮﺑﻪ ﻣﻐﺰﻱ ﺷﺪﻳﺪ ﻛﺮﺍﻧﻴﻮﺗﻮﻣﻲ ﻧﺸﺪﻩ 



































 ﺍﺛﺮ ﻛﻤﺎﻱ  ﺑﺎﺭﺑﻴﺘﻮﺭﺍﺗﻲ ﺑﺮ ﺑﻴﻤﺎﺭﺍﻥ ﺿﺮﺑﻪ ﻣﻐﺰﻱ
 
 ﺑــﺎﻧﻚ  ﻭ ﻫﻤﻜ ــﺎﺭﺍﻧﺶ ﻭylleKﮔ ــﺰﺍﺭﺵ ﺭ ﻣﻘﺎﻳﺴ ــﻪ ﺑ ــﺎ ﺩ
ﺍﻃﻼﻋﺎﺗـﻲ ﻛﻤـﺎﻱ ﺗﺮﻭﻣﺎﺗـﻴﻚ ﺧﻄـﺮ ﻧﺴﺒﻲ ﻓﻮﺕ ﺩﺭ ﺑﻴﻤﺎﺭﺍﻥ 
  (.٤١،٠١.)ﻣﻮﺭﺩ ﻣﻄﺎﻟﻌﻪ ﻛﺎﻫﺶ ﻧﺸﺎﻥ ﻣﻲ ﺩﻫﺪ
ﺑﺤـﺚ ﺩﺭ ﻣـﻮﺭﺩ ﺍﺛـﺮﺍﺕ ﻣﻔـﻴﺪ ﺗﻴﻮﭘﻨـﺘﺎﻝ ﺩﺭ ﻛـﺎﻫﺶ 
ﺍﺯ ﻁ  ﻣﻲ ﺷﻮﺩ  ﺑﻪ  ﺧﻮﺍﺹ  ﻣﺘﻌﺪﺩ  ﺁﻥ ﻓﻮﺕ ﻭ ﻧﺎﺗﻮﺍﻧﻲ  ﻣﺮﺑﻮ 
  VBC  ﻣﻮﺟﺐ ﻛﺎﻫﺶ ﺣﺠﻢ ﺧﻮﻥ  ﻣﻐﺰﻱ ﺗﻴﻮﭘﻨـﺘﺎﻝ : ﺟﻤﻠـﻪ 
ﻭ ﻛ ــﺎﻫﺶ  ﻓﺸ ــﺎﺭ ﺩﺍﺧ ــﻞ (  ٨  )FBCﻭ ﺟ ــﺮﻳﺎﻥ ﺧ ــﻮﻥ ( ٧)
  PCIﻭ ﻣـﺎﻧﻊ ﺍﺯ ﻋـﻮﺍﺭﺽ ﺳـﻮﺀ ﺍﻓﺰﺍﻳﺶ ( ٩ ) PCIﺟﻤﺠﻤـﻪ 
 (.٧١،٣١، ٦)ﻣﻲ ﮔﺮﺩﺩ 
 ﻣﻐـﺰﻱ ﺩﺭ ﻧﻮﺍﺣـﻲ ﻛـﻪ ﺑﻪ ﺩﻧﺒﺎﻝ ﻛـﺎﻫﺶ ﻣﺘﺎﺑﻮﻟﻴﺴـﻢ 
ﺿـﺮﺑﻪ ﺍﻓـﺰﺍﻳﺶ ﻣﺘﺎﺑﻮﻟﻴﺴﻢ ﭘﻴﺪﺍ ﻛﺮﺩﻩ ﺍﻧﺪ ﻛﻪ ﺍﺣﺘﻤﺎﻻﹰ ﺑﻪ ﺩﻟﻴﻞ 
 ﺕ ﺗﺤﺮﻳﻜـﻲ ﺑـﺎ ﻛـﺎﻫﺶ ﺍﻛﺴـﻴﺪ ﻧﻴـﺘﺮﻳﻚ ﻭﺩﻻﺗـﺒﺎ ﻣﻬـﺎﺭ 
 ﺁﺳﭙﺎﺭﺗﺎﺕ ﻭ ﻛﺎﻫﺶ ﺗﺮﺷﺢ D ﻣﺘـﻴﻞ ﻭ N ﻭ ( ٠١) PMGC
 (.٤٢،٩١)ﻣﻲ ﺑﺎﺷﺪ ( ١١ )PMA
ﻭ ( ١١( )RMC)ﻛـﺎﻫﺶ ﻣـﻴﺰﺍﻥ  ﻣﺘﺎﺑﻮﻟﻴﺴـﻢ ﻣﻐـﺰﻱ 
ﻣﺼـﺮﻑ ﺍﻛﺴﻴﮋﻥ ﺩﺭ ﻧﻮﺍﺣﻲ ﻣﻐﺰﻱ ﺑﺎ ﻓﻌﺎﻟﻴﺖ ﻃﺒﻴﻌﻲ ﺑﻪ ﺩﻟﻴﻞ 
ﻛﺎﻫﺶ ﻋﺒﻮﺭ ﺳﻴﻨﺎﭘﺴﻲ ﺑﺎ ﺍﺛﺮ ﺭﻭﻱ ﻋﺒﻮﺭﮔﺎﻣﺎ ﺁﻣﻴﻨﻮﺑﻮﺗﻴﺮﻳﻚ 
  (.٩١،٨١،٦١،٤(  )ABAG)ﺍﺳﻴﺪ 
، (٤١)ﺟـﺐ ﻛـﺎﻫﺶ ﻏﻠﻈـﺖ ﻻﻛـﺘﺎﺕ  ﺗﻴﻮﭘﻨـﺘﺎﻝ ﻣﻮ
ﺮﻱ ﻭ ﺁﺩﻧﻮﺯﻳــﻦ ﺗـ ـ( ٦١)،  ﻓﺴــﻔﻮﻛﺮﺍﺗﻴﻨﻲ (٥١)ﭘــﻴﺮﻭﺍﺕ  
 ﻣﻐﺰ ﻭ ﺑﻬﺒﻮﺩ ﻣﺘﺎﺑﻮﻟﻴﺴﻢ ﺩﺭ ﻧﻮﺍﺣـﻲ ﺁﺳﻴﺐ ﺩﻳﺪﻩ ( ٦)ﻓﺴـﻔﺎﺕ 
ﺗﻴﻮﭘﻨﺘﺎﻝ ﻣﺎﻧﻊ ﺍﻳﺠﺎﺩ (. ٢٢،٦،٣)ﮔﻠﻮﻛـﺰ ﺩﺭ ﺁﻧﺠـﺎ  ﻣﻲ ﮔﺮﺩﺩ 
ﺍﺩﻡ ﻣﻐـﺰﻱ ﻭ ﻛـﺎﻫﺶ ﺍﺩﻡ ﻣـﻲ ﮔـﺮﺩﺩ ﻛـﻪ ﺍﻳـﻦ ﺍﻣـﺮ ﻣﻮﺟﺐ 
 ﻭ ﺑﻬـﺒﻮﺩ ﺧـﻮﻥ ﺭﺳﺎﻧﻲ ﺑﻪ ﻧﻮﺍﺣﻲ ﺁﺳﻴﺐ ﺩﻳﺪﻩ PCIﻛـﺎﻫﺶ 
 (.٩،٦،٥)ﻣﻐﺰ ﻣﻲ ﺷﻮﺩ 
( ٤( )ﻫﻴﭙﻮﺗﺮﻣـﻲ)ﺗﻴﻮﭘﻨـﺘﺎﻝ ﺑ ـﺎ ﻛـﺎﻫﺶ ﺩﻣـﺎﻱ ﺑـﺪﻥ 
ﻣﻮﺟـﺐ ﻛـﺎﻫﺶ ﻧـﻴﺎﺯ ﻣﻐﺰ ﺑﻪ ﺍﻛﺴﻴﮋﻥ ﻣﻲ ﮔﺮﺩﺩ ﻭ ﺩﺭ ﺯﻣﺎﻧﻲ 
ﻛـﻪ ﭘﺮﻓـﻴﻮﮊﻥ ﻣﻐـﺰﻱ ﻣﺨﺘﻞ ﺷﺪﻩ ﺍﺳﺖ ﻣﺎﻧﻊ ﺍﺯ ﺍﺳﻜﻴﻤﻲ ﻣﻐﺰ 
 .ﻣﻲ ﺷﻮﺩ
 ﺗﻴﻮﭘﻨـﺘﺎﻝ ﻣﻮﺟﺐ ﭘﺎﻳﺪﺍﺭ ﻧﻤﻮﺩﻥ ﻏﺸﺎﺀ   ﻟﻴﺰﻭﺯﻡ ﻫﺎ ﻭ 
ﺩﺍﺧﻞ ﺁﻧﺎﻥ ﻣﻲ ﮔﺮﺩﺩ ( ٩،٦)ﻊ ﺍﺯ ﺁﺯﺍﺩ ﺷﺪﻥ ﺁﻧﺰﻳﻢ ﻫﺎﻱ  ﻣـﺎﻧ 
ﺟﻠﻮﮔﻴﺮﻱ  ﺗﺨﺮﻳﺐ ﺷﻴﻤﻴﺎﻳﻲ ﺯ ﺍﻳﺠﺎﺩ ﻧﻜﺮﻭﺯ ﻭ ﻭ ﺑﺎ ﺍﻳﻦ ﻛﺎﺭ  ﺍ 
ﺍﺯ ﺑﻬﺒﻮﺩ   ﭘﺲ  ﺍﻳـﻦ ﺍﻣـﺮ ﻣﻮﺟﺐ ﻛﺎﻫﺶ  ﻧﺎﺗﻮﺍﻧﻲ .  ﻣـﻲ ﻛـﻨﺪ 
 (.٠٢،٣)ﻣﻲ ﺷﻮﺩ 
ﻭ ( ٧١ ) ﻛــﺎﻫﺶ  ﻧﮋﻭﺗﺮﺍﻧﺴــﻴﺘﺮﻫﺎ ﻮﭘﻨ ــﺘﺎﻝ ﻣﻮﺟــﺐﺗﻴ
  ﺳﻠﻮﻟﻲ ﺩﺍﺧـﻞ   ﺗﺠﻤـﻊ ﻛﻠﺴـﻴﻢ  ﻭ ﻣﻐـﺰﻱ   ﺩﺍﺧـﻞ  ﻛﻠﺴـﻴﻢ 
ﺮﺍﺕ ﻣﺨﺮﺏ ﻛﻠﺴﻴﻢ ﺭﻭﻱ ﮔـﺮﺩﺩ ﻛـﻪ ﺍﻳـﻦ ﺍﻣﺮ ﻣﺎﻧﻊ ﺍﺯ ﺍﺛ  ﻣـﻲ 
 (.٣٢،٩) ﻣﻲ ﺷﻮﺩ ﻏﺸﺎﺀ ﻧﺮﻭﻧﻬﺎ 
ﺗﻴﻮﭘﻨـﺘﺎﻝ ﺑـﺎ ﺩﺍﺷـﺘﻦ ﺧﺎﺻـﻴﺖ ﻣﻨﺤﺼﺮ ﺑﻪ ﻓﺮﺩ ﺍﺯ ﺑﻴﻦ 
ﻫـﺎﻱ ﺁﺯﺍﺩ ﻣـﺎﻧﻊ ﺍﺯ ﺍﺛﺮ ﺍﻛﺴﻴﺪﺍﺳﻴﻮﻥ ﺁﻧﻬﺎ ﺑﺮ  ﺑـﺮﺩﻥ ﺭﺍﺩﻳﻜـﺎﻝ 
 (.٩،٦)ﻫﺎﻱ ﻣﻐﺰﻱ  ﻣﻲ ﮔﺮﺩﺩ  ﺳﻠﻮﻝ
  ﻣﻮﺟﺐ daetsesrevnIﺗﻴﻮﭘﻨـﺘﺎﻝ ﺑـﺎ  ﺍﻳﺠـﺎﺩ ﭘﺪﻳـﺪﻩ 
ﺮﻭﻕ  ﺩﺭ ﻧﻮﺍﺣﻲ ﺳﺎﻟﻢ ﻣﻐﺰ ﻭ ﺍﻧﺘﻘﺎﻝ ﺧﻮﻥ  ﺑﻪ ﺗـﻨﮓ ﺷـﺪﻥ ﻋ ـ
ﻧﻮﺍﺣـﻲ ﺑـﻴﻤﺎﺭ ﻣـﻲ ﺷﻮﺩ ﻛﻪ ﻣﻮﺟﺐ ﻛﺎﻫﺶ ﺍﺛﺮﺍﺕ ﺍﺳﻜﻴﻤﻲ 
 (.٣١،٢) ﻣﻲ ﺷﻮﺩ ﺭﻭﻱ ﻣﻐﺰ
ﺑﻪ ﺧﻮﺍﺏ  ﺭﻓﺘﻦ  ﺑﻴﻤﺎﺭ ﻭ ﺟﻠﻮﮔﻴﺮﻱ ﺗﻴﻮﭘﻨﺘﺎﻝ ﻣﻮﺟﺐ 
 ﺑـﻪ ﺗﻬﻮﻳـﻪ  ﻣﻜﺎﻧﻴﻜـﻲ ﺩﺭ ﺯﻣﺎﻧـﻲ ﻛـﻪ ﺍﺯ  ﺗﺸـﻨﺞ ﻭ ﻣﻘﺎﻭﻣـﺖ
ﻫﻴﭙﻮﻛﺴﻲ ﻭ ﺑﺎﻋﺚ ﺑﻴﺸـﺘﺮﻳﻦ  ﺍﺣﺘﻤﺎﻝ ﺍﺯ  ﻧﻈﺮ  ﺑﺮﻭﺯ  ﺗﺸﻨﺞ ﻭ 
   ﺩﺭ  ﺍﺛ ــﺮ PCIﺰﺍﻳﺶ  ﺍﻛﺴﻴﮋﻧﺎﺳ ــﻴﻮﻥ  ﻭ  ﻋ ــﺪﻡ  ﺍﻓ ــﺰﺍﻳﺶ ﺍﻓ ــ
 (.٩١،٦)ﻣﻘﺎﻭﻣﺖ  ﺑﻪ  ﺗﻬﻮﻳﻪ  ﻣﻜﺎﻧﻴﻜﻲ ﻣﻲ ﺷﻮﺩ  
 
 :ﺗﺸﻜﺮ ﻭ ﻗﺪﺭﺩﺍﻧﻲ
ﻛﻪ ﺯﻣﻴﻨﻪ ﻳﻨﻮﺳـﻴﻠﻪ ﺍﺯ ﻣﻌﺎﻭﻧـﺖ ﻣﺤـﺘﺮﻡ ﭘﮋﻭﻫﺸـﻲ  ﺑﺪ           
ﺍﻧﺠـﺎﻡ ﺍﻳﻦ ﺗﺤﻘﻴﻖ ﺭﺍ  ﻓﺮﺍﻫﻢ ﻧﻤﻮﺩﻧﺪ ﻭ ﺍﺯ ﺟﻨﺎﺏ ﺁﻗﺎﻱ ﺩﻛﺘﺮ 
ﺧﺪﻳ ــﻮﻱ ﻛ ــﻪ ﺯﺣﻤ ــﺖ ﻣﺤﺎﺳ ــﺒﺎﺕ ﺁﻣ ــﺎﺭﻱ ﺍﻳ ــﻦ ﻣﻄﺎﻟﻌ ــﻪ 
ﻛﺸـﻴﺪﻧﺪ ﻭ ﭘﺮﺳـﻨﻞ ﻣﺤـﺘﺮﻡ ﺑﺨـﺶ ﻣﺮﺍﻗﺒـﺖ ﻫـﺎﻱ ﻭﻳـﮋﻩ ﺭﺍ
ﺑﻴﻤﺎﺭﺳـﺘﺎﻥ ﺁﻳـﺖ ﺍﻟ ـﻪ ﻛﺎﺷـﺎﻧﻲ ﺷـﻬﺮﻛﺮﺩ ﻛﻤـﺎﻝ ﺗﺸـﻜﺮ ﻭ 
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٦ ﻣ ﻱﺩ ﻝﻭﺍ ﺯﺍ ﻲﻟﺍﻮﺘﻣ ﻩﺎﻣ  ﻩﺎ١٣٧٨ ﻩﺎﻣ ﺩﺍﺩﺮﺧ ﻥﺎﻳﺎﭘ ﺎﺗ ١٣٧٩ ﺩﺮﻛﺮﻬﺷ ﻲﻧﺎﺷﺎﻛ ﷲﺍ ﺖﻳﺁ ﻥﺎﺘﺳﺭﺎﻤﻴﺑ ﺭﺩ  . ﻱﺍﺮﺘﻛﺩ ﺬﺧﺍ ﺖﻬﺟ ﻪﻣﺎﻧ ﻥﺎﻳﺎﭘ 
ﻱﺍ ﻪﻓﺮﺣ . ،ﺩﺮﻛﺮﻬﺷ ﻲﻜﺷﺰﭘ ﻡﻮﻠﻋ ﻩﺎﮕﺸﻧﺍﺩ١٣٧٩. 
2. Cormino M.; Gopinath SP.; Valka A. Cerebral hemodynamic effect of phentobarbital coma in head injury 
patient. J Neuro Trauma, 16(110): 927-36, 1999. 
3. Daivid IG.; Hume AJ.; Thomas AG. Pathology of brain damage in head. In: Geroge TT. The practice of 
neurosurgery: From Williams & Wilkins. Baltimor: USA, Vol.2. 1385–97, 1996.  
4. Dnummond JC.; Shapiro HM. Cereloval phtsiology. In: Miller RD. Anesthesia: From Churchil 
Livingstone. Philadelphia: USA, 15thed. Vol.1. 723–4, 2000. 
5. Finfer SR.; Ferch R.; Morgan MK. Barbiturate coma for sever refractory vasospsm following 
subarachnoid haemorrhage. Intensive Care Med, 25(4): 406–9, 1999. 
6. Fragen RJ.; Avram MJ. Barbiturates. In: Miller RD. Anesthesia: From Churchill Livingstone Company. 
Baltimor: USA, 223, 2000. 
7. Greenberg G. Handbook of head and spine trauma: From Williams & Wilkins. Baltimor: USA, 230–3, 
1993. 
8. Gremmelt A.; Braun U. Analgesia and sedation inpatients with head brain trauma. Anesthesist, 44: 556-
59, 1995. 
9. John C. Neurosurgical anesthesia. In: Miller RD. Anesthesia: From Churchill Livingstone. NewYork: 
USA, 5thed. 1895–925, 2000. 
10. Kelly FD.; Nikas FD.; Becker FD. Diagnosis and treatment of moderate and sever head injuries in adult. 
In: Youmans RJ. Neurological surgery: From WB Sounders Company. Philadelphia: USA, 14th ed. Vol.3. 
1702-918, 1995. 
11. Lee RK.; Hoff TG. Intracranial pressure. In: Youmans RJ. Neurological surgery: From WB Sounders 
Company. Philadelphia: USA, 14th ed. Vol.1. 512, 1996. 
12. Levin HS. Neurobehavioral sequelae of closed head injury. In: Cooper PR. Head injury: From Williams 
& Wilkins. Baltimor: USA, 525–51, 1993. 
13. Marino DW. Treatment of cerebral is chemia improves out come following server traumatic brain injury. 
In: Lea F. ICU book: From Williams & Wilkins. Philadelphia: USA, 197, 1993. 
14. Marshal LF. The outcome of severe closed head injury. J Neurosurg, 15:28–36, 1991. 
15. Miller RD.; Stoling in RK. Local of anesthetics. In: Basics of anesthesia: From Churchill Livigstone 
Company. NewYork: USA, 3th ed. 76: 59–71, 1994. 
16. Randall M. Evaluation and management of severe closed head injury. In: George TT. The practice of 
neurosurgery: From Williams & Wilkins. Baltimore: USA, Vol.2. 1401-16, 1992. 
17. Rosner MJ.; Daghton S. Cerebral perfusion pressure managemant in head injury. J Trauma, 30: 933-41, 
1990. 
18. Stover JF.; Pleines UE.; Morganti KC. Thiopental attenuates enrgetic impairment but fails to normalize 
cerebrospinal fluid glutamate in brain-injured patients. Crit Care Med, 27(7): 1351-7, 1992. 
19. Takeko T. Barbitorate coma anesthesia and critical care. J Trauma, 86: 87-94, 2000. 
20. Terasko K. Barbiturates inhibit endothelium dependent and independent relaxation mediated bycyclic 



































ﻱﺰﻐﻣ ﻪﺑﺮﺿ ﻥﺍﺭﺎﻤﻴﺑ ﺮﺑ ﻲﺗﺍﺭﻮﺘﻴﺑﺭﺎﺑ  ﻱﺎﻤﻛ ﺮﺛﺍ 
 
21. Vukic M.; Vegovetic L.; Kovac D. The effect of implentation of guide lines for the managemant of head 
injury on patient treatment and outcom. Acta Neurochir Wien, 141(11): 1203–8, 1999. 
22. Ward J. Risks of barbiturte come vs benefit in head injury. J Neurosurgery, 62: 383–8, 1985. 
23. Willatts S. Physiology of the wervous system. In: Aitkenhead R.; Rowwpotham J. Textbook of 
Anaesthesia: From Churchill Livingstone Company. NewYork: USA, 137, 2001. 
24. Zhu H. The effect of thiopental and propofol on NMDA and AMPA mediated L-glutamate encitotoxicity. 
Anesthesicology, 87: 944-50, 1997. 
 
 
 
 
 
 
 
٣٤ 
D
ow
nl
oa
de
d 
fro
m
 jo
urn
al.
sk
um
s.a
c.i
r a
t 1
1:1
7 +
04
30
 on
 M
on
da
y S
ep
tem
be
r 4
th 
20
17
